###### Strength and limitations of this study

-   This large, prospective study explores subtle aetiological factors of multimorbidity, a fairly new area of investigation.

-   The study shows that relatively subtle, existentially demanding life circumstances are associated with the development of multimorbidity.

-   The data come from a large, homogenous and relatively affluent population. Finding effect of subtle unease on future health even in this population highlights its importance.

-   The basic science concept allostatic load is key to our hypothesis. We described the participants\' allostatic load at the level of tertiary outcomes (established diseases/conditions) in accordance with the literature. Our findings suggest that a subjective experience of existential unease is associated with allostatic load in a long-term perspective.

-   The findings have relevance for general practice/primary healthcare and raise the question whether attentive, person-centred dialogues can contribute to treatment and prevention of complex disease within the frame of an established doctor--patient relationship.

Introduction {#s1}
============

In recent years, there has been increasing interest in the phenomenon multimorbidity, that is, the co-occurrence of two or more chronic diseases in the same individual.[@R1] [@R2] Initially, multimorbidity research tended to focus on older patients and prevalence figures. However, the scope has gradually widened, documenting significant prevalence of multimorbidity also among younger age-groups and, overall, an uneven distribution along social gradients.[@R3]

The origins of multimorbidity are evidently multifactorial and complex,[@R6] and knowledge as to the true sources is quite limited. We regard the concept *allostatic load*[@R7] as a central key to understanding why some individuals develop a host of complex, common diseases, while others do not.[@R5] [@R8] [@R9] The model conceptualises how demanding life circumstances (physical and mental) affect the organism over time, and how long-standing unbuffered stress might eventually overtax the body\'s capacity for adaptation. The result is a tendency to physiological disruption with increased susceptibility to disease.[@R10] [@R11] Allostasis thus depicts the physiology of a process termed embodiment. The notion of embodiment, derived from a phenomenology of the body,[@R12] [@R13] allows to account for how sociocultural experiences and other environmental influences translate into physiological and anthropometric characteristics of the body, whereby clearly relevant for epidemiological research.[@R8] [@R14] [@R15] There is currently no consensus regarding measurement of allostatic load. However, an authoritative researcher in the field characterises three types of allostatic load parameters.[@R11] Well-known risk factors, such as hypertension or hyperlipidaemia, are classified as secondary mediators, while diagnosed diseases are classified as tertiary allostatic outcomes. Consequently, disease development in general and multimorbidity in particular have relevance as indicators of allostatic overload.[@R11]

From an epidemiological perspective, the pathogenic impact of traumatic experiences involving neglect and integrity violations is well documented in the somatic and mental domains. There is also clear evidence of a social gradient in health, reflecting how environmental and existential stressors and demands tend to accumulate with increasing social deprivation.[@R16] Furthermore, it is becoming increasingly clear how subtle yet long-standing challenges impact on the human physiology and predispose to disease.[@R22] Likewise, it is acknowledged that it is *subjective experience*, not objectively quantifiable events, that becomes biologically inscribed.[@R9] [@R26] This implies that every person perceives and interprets himself or herself, and relations with other people within a socioculturally framed system of values. As practitioners and researchers, we see this as relevant in the clinical setting, but recognise that it is challenging to explore the topic in a scientifically valid manner. Our main hypothesis is that over time, existential *Un-ease* in the above-mentioned realms might contribute substantially to allostatic load and thereby to the development of complex, medical *dis-ease.* The present study was designed to further test the plausibility of this argument.

For this purpose, we analysed data from the Norwegian HUNT study. From their comprehensive questionnaire, we identified questions which we suppose to shed light on the respondents\' evaluation of self, experienced purpose in life, well-being, and significant, social relations. As noted by the US Centres of Disease Control and Prevention,[@R27] the scientific literature contains a wide range of concepts related to the notion of health-related quality of life, such as well-being, flourishing, life satisfaction and happiness. We have so far not found an established term that accommodates our clinically rooted research question and the applied data set*.*

We therefore decided to introduce a new term, *existential unease*, to describe lack of self-esteem, well-being, meaning and/or social interrelatedness. The word 'existential' points to existential philosopher Maurice Merleau-Ponty who most explicitly linked experiences to subjectivity and the body by emphasising that human beings by necessity experience the world by means of their bodies,[@R12] thus providing a framework of relevance also for medical research in general[@R19] and epidemiology in particular.[@R14] It is not our primary intention to develop a new tool for research or clinical practice. Our main interest is to contribute some new perspectives on the phenomenon embodiment, particularly with regard to the aetiology of complex disease and multimorbidity.

To sum up, the aim of this study was to prospectively explore associations between existential unease, on the one hand, and indications of general biological disruption, expressed through an increased risk of developing multimorbidity, on the other.

Study population and methods {#s2}
============================

Our data are derived from the HUNT study, a renowned population-based study carried out in Nord-Trøndelag County in Norway. It has, to date, had three phases. The second phase, HUNT2, was carried out in 1995--1997, whereas HUNT3 took place in 2006--2008. All adults aged over 20 years and receding in the county were invited to participate. In total, 65 237 persons (69.5% of the population) took part in HUNT2 and 50 807 (54.1%) took part in HUNT3. In total, 37 071 persons (73% of the HUNT3 population) took part in both phases.[@R28] Participants in the HUNT study have been considered fairly representative of the Norwegian population.[@R29] However, being a rural area, educational levels and mean income are somewhat lower, and the population is more homogenous than in urban areas, in terms of ethnicity and social gradients.[@R30]

The HUNT data were collected by means of questionnaires, physical examinations and blood samples. For this prospective study, we included participants who took part in HUNT2 and HUNT3. We identified individuals who were 20--59 years at baseline and reported 0--1 chronic disease (no multimorbidity), in total 20 365 participants. We subsequently compared individuals reporting multimorbidity in HUNT3 with those who did not (see online [supplementary figure S1](#SM1){ref-type="supplementary-material"}) to explore possible differences between the groups. Participants aged 60 years or older at baseline were excluded from analysis as the prevalence of multimorbidity increases steeply in older age.[@R5]
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Selection of items reflecting existential unease {#s2a}
------------------------------------------------

The questionnaires integrated in the HUNT2 survey were informed by contemporary theoretical frameworks from various domains, especially sociologist Pierre Bourdieu\'s theories concerning social and cultural capital,[@R31] sociologist Aron Antonovsky\'s concept Sense of Coherence[@R34] [@R35] and the psychological notions of self-esteem and well-being.[@R36] As previously explained, we purposefully selected questions which we considered particularly indicative of an existentially, and thereby also a biologically, demanding lifeworld.[@R12] [@R14]

In total, 11 items were included in our analysis. Together they cover thematically related, but nevertheless, distinct perspectives. Two of the items, 'being satisfied with life' and 'having a positive opinion of oneself', stem from the Rosenberg Self-esteem questionnaire, validated and predominantly applied in sociological studies.[@R36] [@R38] The remaining nine were single-item questions.

The list of questions is presented in online [supplementary appendix 1](#SM1){ref-type="supplementary-material"} as they appeared in the HUNT2 questionnaire. The response options were then rearranged to have the reference group of the least stressful or most positive outcome to be presented at the top. For further analyses, response options were collapsed and binary variables were constructed when relevant. Three of the 11 items were originally binary with yes/no answers, but for the others, the two most unfavourable response options were combined to indicate existential unease. Finally, a summation of the binary variables was used as to indicate more distress or unease, and thus, hypothetically, a higher allostatic load.

Assessment of multimorbidity {#s2b}
----------------------------

Multimorbidity was defined according to international consensus as two or more coinciding chronic diseases within the same individual.[@R2] Seventeen chronic conditions were accessible by the same definitions through the questionnaires from HUNT2 and HUNT3. Eleven of these were self-reported in response to the question "have you had or do you have the following medical condition" or "has a doctor said that you have the following condition?" The definition of the remaining six conditions has previously been described in more detail.[@R5] Online [supplementary appendix 2](#SM1){ref-type="supplementary-material"} shows a list of the included conditions.

As supplementary analyses, we evaluated adult existential unease with regard to difficult childhood, to link the present study to our previous work on difficult childhood, allostatic load and adult multimorbidity (see online [supplementary appendix 3 and figure S2](#SM1){ref-type="supplementary-material"}).[@R9]

Missing data {#s2c}
------------

For estimations of multimorbidity, as well as for the summation of binary unease factors, missing data were defined as the absence of the disease or unease item in question. In statistical analyses of relative risk (RR), respondents with missing data on each confounder were defined as a specific group.

Statistical analyses {#s2d}
--------------------

Descriptive analyses were stratified according to the development of multimorbidity between the two phases of the study. The categorical variables were expressed as frequencies with percentages and continuous variables as means with SDs.

Poisson logistic regression for prospective data was used to estimate the RR with 95% CI of multimorbidity associated with each of the different variables expressing unease. The variables were analysed independently. All associations were adjusted for age (continuous) and gender (woman and man) in model 1. In model 2, we also included smoking (no or yes to 'daily use of cigarettes, cigars and/or pipes\'), education (primary, secondary or university) and physical activity (no activity, \<3 hours of light activity and no hard activity, \>3 hours of light and/or \<1 hour of hard activity and 1 hour or more of hard activity per week). To address possible confounding by current undiagnosed depression at baseline, we conducted additional analyses adjusting for indication of current depressive symptoms, defined as eight or more points for depression on the Hospital Anxiety and Depression Scale (HADS) and presented as model 3. Assessment was made for possible multicollinearity between the unease variables, which appeared not to occur.

The same method for Poisson regression was used in the assessment of RR for binary variables, as well as for the variable summing all the binary factors, adjusting for possible confounding by age, gender, smoking, physical activity and education.

The sum of binary variables for existential unease was then grouped as 0, 1--2, 3--4 and 5+ and assessed with regard to developing increasing number of diseases 11 years later as well as with self-reported experience of childhood.

SPSS statistical program (V.22) was used for all analyses.

The article was adjusted to STROBE recommendations for cohort studies in epidemiology.

Results {#s3}
=======

Prospective data on 20 365 individuals who participated in HUNT2 and HUNT3 were analysed with respect to the development of multimorbidity between the surveys ([table 1](#BMJOPEN2016012602TB1){ref-type="table"}). In total, 6 277 persons (30.8%) acquired multimorbidity during the 11 years. They were on average older, more likely to be women and smokers, less physically active and had lower education.

###### 

Baseline characteristics of participants aged 20--59 years in HUNT2 according to the development of multimorbidity over a period of 11 years\*

                      Total           Multimorbidity   
  ------------------- --------------- ---------------- ---------------
  Mean age            40.62 (±10.0)   39.45 (±9.94)    43.24 (±9.62)
  Gender                                               
   Women              10 938 (53.7)   7 201 (51.1)     3 737 (59.5)
   Men                9 427 (46.3)    6 887 (48.9)     2 540 (40.5)
  Smoking                                              
   No                 13 272 (65.2)   9 450 (67.1)     3 822 (60.9)
   Yes                3 326 (16.3)    2 142 (15.2)     1 184 (18.9)
  Physical activity                                    
   None               1 018 (5.0)     705 (5.0)        313 (5.0)
   Low                5 388 (26.5)    3 494 (24.8)     1 894 (30.2)
   Medium             6 669 (32.7)    4 588 (32.6)     2 081 (33.2)
   High               6 747 (33.1)    4 979 (35.3)     1 768 (28.2)
  Education                                            
   Primary            3 900 (19.2)    2 340 (16.6)     1 560 (24.9)
   Secondary          10 543 (51.8)   7 390 (52.5)     3 153 (50.2)
   University         5 735 (28.2)    4 235 (30.1)     1 499 (23.9)

\*Percentages and SDs within brackets as appropriate.

[Table 2](#BMJOPEN2016012602TB2){ref-type="table"} summarises the RR of developing multimorbidity associated with each of the 11 items indicating existential unease. The factors with the strongest association are 'being dissatisfied with life', 'having a negative opinion of self', 'having financial worries', 'not feeling calm and good' and 'poor self-rated health', all having RRs above 1.4 for the subgroups indicating most distress in model 2. Adjusting for current depressive symptoms according to the HAD scale attenuated the RR slightly, especially for the subgroups indicating most distress as shown in model 3.

###### 

RR of developing multimorbidity within 11 years with regard to different items indicating existential unease in HUNT2, adjusted for common confounders

  Variable                           Multimorbidity   Model 1\*   Model 2†   Model 3‡                         
  ---------------------------------- ---------------- ----------- ---------- ---------- -------------- ------ ---------------
  Life satisfaction                                                                                           
   Satisfied                         7 489            2 781       1.0        1.0        Ref.           1.0    Ref.
   Somewhat satisfied                5 060            2 473       1.18       1.16       1.10 to 1.23   1.16   1.10 to 1.23
   Neither nor                       1 236            836         1.47       1.44       1.33 to 1.56   1.40   1.29 to 1.52
   Somewhat dissatisfied             112              90          1.66       1.65       1.33 to 2.03   1.56   1.26 to 1.90
   Dissatisfied                      49               39          1.60       1.51       1.10 to 2.08   1.39   1.00 to 0.192
  Positive self-opinion                                                                                       
   Strongly agree                    2 253            753         1.0        1.0        Ref.           1.0    Ref.
   Agree                             9 012            4134        1.13       1.12       1.03 to 1.21   1.11   1.02 to 1.20
   Disagree                          658              444         1.43       1.38       1.23 to 1.56   1.30   1.15 to 1.47
   Strongly disagree                 30               22          1.56       1.49       0.97 to 2.27   1.37   0.89 to 2.09
  Living a meaningful life                                                                                    
   Yes                               10 444           4 518       1.0        1.0        Ref.           1.0    Ref.
   No                                1 391            781         1.23       1.21       1.12 to 1.30   1.15   1.06 to 1.25
  Enjoying work                                                                                               
   A great deal                      3 857            1 626       1.0        1.0        Ref.           1.0    Ref.
   A fair amount                     6 726            3 066       1.03       1.03       0.97 to 1.09   1.02   0.95 to 1.08
   Not much                          432              240         1.23       1.21       1.05 to 1.38   1.16   1.01 to 1.33
   Not at all                        39               20          1.25       1.23       0.79 to 1.91   1.15   0.73 to 1.79
  Financial worries                                                                                           
   No, never                         8 786            3 723       1.0        1.0        Ref.           1.0    Ref.
   Yes, though seldom                1 966            908         1.21       1.18       1.10 to 1.27   1.18   1.10 to 1.27
   Yes, sometimes                    1 016            580         1.36       1.30       1.19 to 1.42   1.30   1.19 to 1.42
   Yes, often                        254              184         1.58       1.50       1.29 to 1.74   1.46   1.25 to 1.70
  Having enough friends                                                                                       
   Yes                               10 002           4 424       1.0        1.0        Ref.           1.0    Ref.
   No                                1 973            958         1.12       1.13       1.06 to 1.22   1.10   1.03 to 1.18
  Distrusting neighbours                                                                                      
   Strongly disagree                 4 795            1 941       1.0        1.0        Ref.           1.0    Ref.
   Somewhat disagree                 3 511            1 491       1.09       1.08       1.01 to 1.15   1.07   1.00 to 1.15
   Not sure                          2 047            1 057       1.22       1.19       1.10 to 1.28   1.17   1.09 to 1.27
   Somewhat agree                    1 245            650         1.19       1.14       1.04 to 1.25   1.13   1.03 to 1.23
   Strongly agree                    322              202         1.21       1.15       0.99 to 1.33   1.13   0.98 to 1.32
  Boiling with anger                                                                                          
   Almost never                      5 237            2 239       1.0        1.0        Ref.           1.0    Ref.
   Sometimes                         5 571            2 580       1.05       1.03       0.97 to 1.09   1.02   0.96 to 1.08
   Quite often                       713              345         1.14       1.13       1.01 to 1.27   1.11   0.99 to 1.24
   Almost always                     267              139         1.14       1.10       0.93 to 1.31   1.09   0.92 to 1.30
  Feel calm and good                                                                                          
   Almost all the time               5 877            2 325       1.0        1.0        Ref.           1.0    Ref.
   Often                             4 793            2 184       1.10       1.09       1.03 to 1.16   1.09   1.03 to 1.15
   Sometimes                         1 352            881         1.39       1.36       1.26 to 1.47   1.3    1.20 to 1.41
   Never                             47               38          1.71       1.67       1.21 to 2.30   1.47   1.06 to 2.05
  Sleeping problems affecting work                                                                            
   No                                11 223           4 831       1.0        1.0        Ref.           1.0    Ref.
   Yes                               770              556         1.39       1.39       1.27 to 1.51   1.34   1.22 to 1.46
  Self-rated health                                                                                           
   Very good                         4309             1037        1.0        1.0        Ref.           1.0    Ref.
   Good                              8782             4279        1.56       1.51       1.41 to 1.62   1.51   1.41 to 1.62
   Not so good                       881              886         2.26       2.16       1.97 to 2.37   2.12   1.93 to 2.33
   Poor                              25               26          2.34       2.24       1.52 to 3.31   2.23   1.50 to 3.23

\*Adjusted for age and gender.

†Adjusted for age, gender, smoking, physical activity and education.

‡Adjusted for same as model 2 and current depressive symptoms.

RR, relative risk.

The RRs changed slightly after constructing binary factors from the unease items (see [figure 1](#BMJOPEN2016012602F1){ref-type="fig"}). For the binary model, 'being dissatisfied with life', 'poor self-rated health', 'having sleeping problems affecting work', 'not feeling calm and good' and 'having financial worries', all had a RR above 1.3. When assessing according to gender, the results were quite similar, except for 'not having enough friends' which was a stronger predictor for women and 'boiling with anger but not showing it' which was a stronger predictor for men.

![RR of developing multimorbidity within 11 years with regard to different binary factors indicating existential unease in HUNT2, adjusted for possible confounders. RR, relative risk.](bmjopen2016012602f01){#BMJOPEN2016012602F1}

We then evaluated the effect of increasing numbers of unease factors in relation to multimorbidity ([figure 2](#BMJOPEN2016012602F2){ref-type="fig"}). There we found a dose--response association in RR from having one factor, RR being 1.18 (95% CI 1.11 to 1.25) up to RR 1.81 (95% CI 1.50 to 2.18) for six or more, the prevalence of multimorbidity being 26.7% for those with zero factors at baseline and linearly increasing up to 49.2% for those with six or more. [Figure 3](#BMJOPEN2016012602F3){ref-type="fig"} shows that those with no unease factors are more likely to remain free from multimorbidity after 11 years of follow-up, compared to those reporting unease. With an increasing number of unease factors, the prevalence of 2, 3 or 4+ diseases at follow-up becomes higher, with 2.8% among those with no unease factor having 4+ diseases, compared to 8.8% among those with five or more unease factors.

![RR of developing multimorbidity within 11 years according to an increasing number of factors indicating existential unease in HUNT2, adjusted for possible confounders and with zero factors as reference. RR, relative risk.](bmjopen2016012602f02){#BMJOPEN2016012602F2}

![Prevalence of different numbers of diseases in HUNT3 with regard to an increasing number of factors indicating existential unease in HUNT2. RR, relative risk.](bmjopen2016012602f03){#BMJOPEN2016012602F3}

Finally, we looked at the number of unease factors in light of self-reported childhood experiences (see online [supplementary figure S2](#SM1){ref-type="supplementary-material"} with comments).

Discussion {#s4}
==========

In this comprehensive population-based study, baseline indications of what we conceptualised as 'existential unease' were associated with the risk of developing multimorbidity 11 years later. The increase in RR with an increasing number of unease indicators suggests something similar of a dose--response effect as more existential domains become involved. The findings support our initial hypothesis that existential unease might contribute to allostatic load and thereby increase the susceptibility to disease in a life-course perspective.

The questions used in our study were originally based on the sociological and psychological theories (ie, sense of coherence, social capital, self-esteem and well-being, as previously mentioned), which were from the beginning theoretically associated with the concept of health. We will not open a discussion pertaining to the medical relevance of each particular theory or concept as it was originally formulated, but highlight that recent research from a variety of sources sheds light on their biological relevance. Our findings are, for instance, in concordance with studies of the pathogenic impact of perseverative cognition, ruminations and worries.[@R39] Correspondingly, low self-esteem,[@R40] unfairness,[@R41] lack of well-being,[@R25] [@R42] work dissatisfaction,[@R43] loneliness,[@R44] lack of social relationships,[@R45] subjective social--evaluative threat[@R46] and anger[@R47] have been related to impaired health. A perceived lack of purpose in life has recently been connected to allostatic load,[@R48] [@R49] as has compromised sleep quality.[@R50]

The strong association shown between poor self-rated health and multimorbidity in our study is concordant with extensive literature on self-rated health in connection to disease development and mortality, where it has been shown to be a powerful independent risk factor.[@R53] However, the strong association shown for many of the other items, such as 'dissatisfaction with life', 'negative self-opinion', 'financial worries' and 'lack of inner calm', gives a wider view of how different aspects of our existence or life world can significantly affect future health.

With regard to the included survey questions, it is not evident to what extent they all represent precursors of chronically impaired biological function, as some of them might tap into an early pathogenic process not yet manifested as clinical disease. Recent evidence has suggested a relationship between self-rated health and allostatic load.[@R53] [@R54] In other words, a subjective perception of poor health might develop concomitantly with, and not prior to, high allostatic load. The same might, to a certain extent, pertain to impaired sleep, but according to our clinical experience and in line with existing evidence[@R55] we also see sleep to be a relevant indicator of primary unease. Although the exact, causal contribution of each individual 'unease' factor cannot be fully determined, the clinical relevance of considering such factors is likely to persist.

Our finding of a dose--response increase in RR of multimorbidity, as well as increasing prevalence of higher number of diseases, as the number of existential unease factors accumulates, is interesting in light of the results of the ACE study,[@R17] which found a linear increase in disease prevalence with an increasing number of adverse experience categories. In both cases, the notion of dose refers to an increasing number of adversity (or unease) types, not the intensity or frequency of any one exposure. Our supplementary analysis adds to the picture of causal relations, as we found that childhood difficulties are related to existential unease (see online [supplementary figure S2](#SM1){ref-type="supplementary-material"} with comments). In both instances, it is likely that allostatic load, and eventually the susceptibility to complex disease, increases with the number or types of adversity or unease involved.

The demographic difference between the groups developing multimorbidity and remaining healthy in our study is in line with current literature.[@R1] [@R3] Multimorbidity is generally more prevalent in older populations and lower socioeconomic groups, and shows a gendered pattern with higher prevalence in women.[@R1] [@R3] However, in our study, the impact of unease items on disease development did not differ between genders. The almost equal effect suggests that although the impact of specific types of adversities or distress might be gendered, experiencing unease as such might undermine health in men and women.

Another interesting finding in our study was the small changes in RRs for multimorbidity development after adjusting for confounders. Adjusting for physical activity, smoking and educational level attenuated the findings only slightly. The same was the case when adjusting for current depressive symptoms. This concords with literature showing that current depressed mood might not be a confounder but a mediator when evaluating subjective experience.[@R56] In our study, however, the effect of these factors appears to be weak.

Strength and limitations of the empirical analysis {#s4a}
--------------------------------------------------

The main strength of our analysis lies in the generally high quality of the HUNT database.[@R30] The fact that the HUNT population is ethnically quite homogenous and relatively affluent, with good and equitable access to primary healthcare,[@R29] is also a strength, as it lowers the potential for confounding by socioeconomic factors not fully accounted for in the analysis. However, as the HUNT study was not designed with the present study in mind, some limitations apply. The 17 diagnoses available for assessing self-reported multimorbidity were fewer than would have been ideal for a comprehensive assessment. However, a count of 12 or more chronic conditions should lead to a fair evaluation of multimorbidity.[@R1] A similar problem arose regarding the definition of the phenomenon we termed 'existential unease'. This category is not based on a validated battery of questions, but on a purposeful collection of items which we deemed particularly relevant on the basis of clinical experience and existing evidence, allowing for reflection on empirical data in light of theoretical or experiential preknowledge. This might represent a methodological weakness, but from the perspective of innovation, it can be seen as a strength. Our approach sheds new light on the biological relevance of various established psycho-social concepts and theories and thereby might contribute to increased appreciation of the broad relevance of the epidemiological concept embodiment. Another potential methodological weakness is selection bias occurring between the two survey phases. A comparison between participants and non-participants in HUNT3 showed that the latter were older, weaker and with more morbidity.[@R28] [@R57] It is possible that some of the individuals who experienced substantial worsening of their health between the two phases were lost to follow-up. This might imply underestimation of the multimorbidity prevalence in HUNT3.

Conclusions and implications {#s4b}
----------------------------

Based on data from an unselected, general Norwegian population, the present prospective study demonstrates an intriguing connection between subtle indicators of existential unease and the development of multimorbidity later in adult life. The RR of multimorbidity rose as the number of statements reflecting unease increased. The findings are concordant with an increasing body of literature describing how distressing challenges tend to affect the human physiology by rising allostatic load, whereby undermining health through embodiment of the 'wear and tear'[@R7] of a burdening everyday life.

From the perspective of primary care, our findings highlight the importance of an encompassing, person-centred approach, not the least in the face of complex disease and multimorbidity.[@R58] [@R59] Subjective experiences pertaining to the self, one\'s life project and relationships with other people apparently matter, in a literal sense. As we conclude so, it is, however, not our intention to medicalise every aspect of the human lifeworld and suggest that human happiness should be subjected to systematic, medical surveillance.[@R60] What we hope to contribute to is a more comprehensive medical understanding that does justice to the human nature.[@R61] This is ultimately a fundamental prerequisite for good healthcare.
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